This study examined the prevalence and severity of ocular pain in eye casualty patients. All new patients presenting over a 1 month period were invited to indicate their pain level using a visual analogue scale.
The results for 352 patients were analysed, and median pain levels calculated for 29 common diagnoses. Of those responding, 94% (= 47% of all new patients) had ocular pain at presentation. While many results were predictable, some diagnoses were associated with higher pain scores than expected. Junior ophthalmol ogists also were asked to indicate their perceptions of pain severity for the 29 diagnoses using the same visual analogue scale.
Pain is a common feature of many acute eye diseases. 1 , 2 Unlike other ocular symptoms, such as reduced visual acuity, it is entirely subjective and may be difficult to assess in clinical practice. The visual analogue scale has been shown to be a reproducible tool for quantifying pain 3 , 4 and has been used in ophthalmology to study post-operative analgesia, 5 -8 as well as the treatment of specific conditions such as corneal abrasion. 9 However, there is still little information available about the prevalence and severity of pain in the large group of ophthalmic patients who attend eye casualty with acute eye symptoms.
MATERIALS AND METHODS
All new patients attending a busy eye casualty over a 1 month period (July 1994) were given a proforma on which they were invited to indicate current pain scores for each eye on a 10 cm horizontal visual analogue score (0, no pain; 10, maximum pain). New patients were defined as all attending patients except those under treatment by the Eye Unit for their current problem. No patients included had attended casualty in the preceding 4 months. Patients who were unable to understand and complete the proforma were excluded from the study. Following examination and treatment, the casualty staff then recorded the diagnosis and duration of the symptoms on the proforma.
Nine ophthalmologists working regularly in the casualty department were asked to record their perceptions of pain severity for the 29 diagnoses, using the visual analogue scale. The doctors were unaware of the results of the main study.
RESULTS
During the study period 757 patients presented to the department with new eye problems. Fifty-eight of these were children who were unable to participate. Of the remainder, 381 (55%) returned proformas, and 352 (50%) of these contained sufficient data for analysis.
Forty-three (12 %) of the 352 patients had bilateral pain, 288 (82%) had unilateral pain, and 21 (6%) recorded no pain in either eye. In 9 patients, no abnormal signs were found; 6 of these had recorded symptoms of pain. Median patient pain scores and ophthalmologists' estimated pain level for each diagnosis are shown in Fig. 1 . No correlation was found between the pain score and the time elapsed between onset of symptoms and attendance. The estimation of pain levels for the various diagnoses by the ophthalmologists was within ±0.5 of the patient's pain score in 9 of the 29 diagnoses (31 %), lower in 7 conditions (24%), but an overestimate of pain levels in 13 diagnoses (45%).
DISCUSSION
This study suggests. that pain is a feature in at least 47% of new presentations to an eye casualty department. Ninety-four per cent of those com pleting the proforma recorded this symptom. It is possible that a large proportion of those who did not return proformas had no pain. While the number of non-respondents is a limitation of this study, we did not feel it was appropriate, in a casualty department, to take further measures to encourage participation. The pain scores for most specific diagnoses were as expected: thus herpes zoster ophthalmicus had the highest pain score (median 7.2), and other high scores were predominantly for corneal conditions, including 'arc eye'. This is unsurprising given the uniquely dense nociceptive innervation of the cor nea.2 Amongst other conditions frequently described as very painful is acute glaucoma, but this did not present during the study period. In contrast, conjunctival disorders were grouped towards the lower end of the scale, while non-inflammatory posterior segment disorders had median scores of O. The high scores elicited for some conditions are more surpris ing -for example loose corneal sutures (score of 6.5) and inflamed pingueculum (5.7) -and it is instructive that blepharitis was given the same median score as iritis. Clearly, patient discomfort must be given due weight in the management and prevention of some apparently minor eye conditions.
We predicted that more painful conditions would present sooner, but found no correlation. While blepharitis had the longest median duration of symptoms (14 days) and subtarsal foreign body one of the shortest (2 hours), median pain scores were similar for each of these conditions.
The assessment of pain levels by ophthalmologists working in casualty correlated well with patients' pain scores in the more painful conditions whilst in less painful conditions over-rather than under assessment was the norm. Overall in this study only 24 % of diagnoses were considered less painful by the ophthalmologists than by the affected patients (blepharitis, loose suture, pingueculum, subconjunc tival haemorrhage, normal eyes, sterile contact lens keratitis and thermal burn). Subjective pain scores reflect both severity of nociceptive stimuli and the psychological response to these stimuli. It seems likely that patient anxiety is a significant factor in the pain caused by some of these conditions and so explanation and reassurance are a vital part of pain management.
Ocular pain appears to be a common presenting symptom in an eye casualty department. This study has attempted to quantify the pain caused by common ocular conditions and to compare pain levels attributed by ophthalmologists to common diagnoses with the patients' own assessments of their pain.
